We read with interest the 15-year experience of Quinn and colleagues' management of enterocutaneous fistulae (ECF) [1] . The authors noted in their conclusion that these patients require considerable nutritional support; however, the details of patient nutritional demographics (e.g., weight, height, body mass index) or the type and composition of the nutrition support were not provided other than durations for parenteral nutrition (PN).
Soeters et al. found no change in mortality with PN use, although the rate of spontaneous ECF closure increased. They also noted electrolyte imbalances in 45% of patients, which increased to 86% if the ECF output was greater than 500 mL/day [2] . It would be interesting to know what the rate of electrolyte abnormalities was in Quinn and colleagues' patients. Visschers et al. also found PN as an independent predictor of spontaneous ECF closure and simplified wound care [3] . Owen et al. used preoperative PN in 80.4% of their ECF patients for a mean of 144 days [4] . It is unclear how many of the 149 ECF patients managed with aggressive nonoperative management from Quinn and colleagues received PN and for what duration.
Recent consensus guidelines suggest protein intakes of 1.5-2.5 g/kg/day and energy intake appropriate to the patient's requirements based upon nutrition assessment [5] . Use of additional nutrients including specific vitamins, trace elements, glutamine, arginine or omega-3-fatty acids were not discussed and what route of administration if any of these were used in the patients with successful ECF outcomes would be interesting to share as this is difficult to find in the published literature. The use and duration of somatostatin analogues in these ECF patients would also be of interest.
Since this is one of the largest published studies of ECF management to date, the role of nutrition support in the care of these patients would benefit other nutrition teams.
